Family history: Renal calculi in father, mother and father's sibs (many in Africa).
On examination: Odd, jerky manner. Coarse tremor of outstretched hands. Blood pressure 135/80. No abnormality in neck. Euthyroid.
Investigations: January 1967: Plasma calcium 11 mg/100 ml; Hb 9 6 g/100 ml; reticulocytes 0-6%; iron deficiency anmmia on blood film; ESR 7 mm in 1 hour (Westergren); PBI 5X2 ,ug/ 100 ml.
March 1967: Plasma calcium 10-6, inorganic phosphate 2-7, blood urea 21 mg/100 ml, plasma albumin 4-7 (total protein 6 7) g/100 ml, alkaline phosphatase 4 K-A units. X-rays of chest, hands and renal areas normal. Hb 13-7 g/100 ml (after oral iron treatment).
April 1967: Plasma calcium 11 -2, 11 2 mg/ 100 ml.
June 1967: Plasma calcium 10, inorganic phosphate 3 8 mg/100 ml.
August 1967: Admitted. Fasting plasma calcium 10-4, 10-8, inorganic phosphate 2-4 mg/ 100 ml. Steroid suppression test, plasma calcium 11, 10-8, 11-4, phosphate 2-2, 2-4, 2-2 mg/l00 ml (prednisolone 10 mg t.d.s. for ten days). Barium swallow normal. Plasma albumin 3-8-5 g/100 ml.
Urinary phosphate clearance was high and an abnormality was demonstrated in urinary aminoacid clearance. The excretion of glycine, Pamino-iso-butyric acid and ,-alanine was considerably higher than normal in fasting urine. Creatinine-based clearances showed that the glycinuria was due to poor renal tubular reabsorption, but that the other abnormalities were due to a high filtered load. This abnormality disappeared following parathyroidectomy.
Operation (W M K, 6.9.67): A left parathyroid adenoma was found as a brown nodule, 12 x 8 mm, encapsulated within the thyroid. Two normal parathyroid glands were identified and biopsied.
Histology: A parathyroid adenoma with most of the cells, mainly oxyphil, disposed in sheets or cords but with numerous small acini as well. Two biopsies of normal parathyroid glands.
Post-operative course: The plasma calcium returned to normal (9 7, 10, 9-8 mg/100 ml) and the patient quickly felt 'better' with more energy. In early October 1967 the plasma calcium was 10 and the phosphate 2-8 mg/100 ml.
Comment
In this patient the presence of thirst and an odd manner led to measurement of the plasma calcium, which was intermittently high. We have commonly observed this unusual pattern of amino-acid excretion in primary hyperparathyroidism even with relatively mild clinical disease. The intrathyroidal site of the parathyroid adenoma is also unusual. On examination: Thyroid irregularly enlarged with a prominent swelling in the region of the left lower pole. No bruit; no evidence of thyrotoxicosis. There was a hard immobile swelling over the right second metacarpal bone, a hot fluctuant mass over the left tibial tuberosity and a smaller mass of similar nature over the right tibial tuberosity. Marked weakness of proximal muscles of lower limbs; reflexes, plantar responses and sensation normal.
Investigations: Serum calcium 11-7-13i4 mg/100 ml; no suppression with cortisone. Serum phosphate 2-3-2-7 mg/100 ml; alkaline phosphatase 28-32 K-A units. ESR normal. Urinary calcium excretion 90-210 mg/24 h; calcium balance persistently negative. Maximal tubular reabsorption of phosphate 2-6 mg/min; average urinary excretion of hydroxyproline 184 mg/24 h. Creatinine clearances 37-5 and 34 ml/min. Chest X-ray revealed a rounded opacity approximately 'Present address: Hammersmith Hospital, London
